
Question: Should 6 months of isoniazid compared to placebo be used in HIV-uninfected children and adults?  

Certainty assessment № of patients Effect 

Certainty Importance 
№ of 

studies 
Study 
design 

Risk of 
bias Inconsistency Indirectness Imprecision Other 

considerations 
6 months of 

isoniazid placebo Relative 
(95% CI) 

Absolute 
(95% CI) 

Tuberculosis Disease 

4 1,2,3,4 randomised 
trials 

serious a not serious not serious not serious  none 298/11395 
(2.6%) 

465/11182 
(4.2%) 

RR 0.59 
(0.51 to 

0.68) 

17 fewer 
per 

1,000 
(from 13 
fewer to 

20 fewer) 

⨁⨁⨁◯ 
MODERATE 

CRITICAL 

Hepatotoxicity 

2 2,3* randomised 
trials 

serious b not serious not serious not serious  strong association 44/11066 
(0.4%) 

7/10897 
(0.1%) 

RR 6.35 
(2.86 to 
14.10) 

3 more 
per 

1,000 
(from 1 

more to 8 
more) 

⨁⨁⨁⨁ 
HIGH 

CRITICAL 

CI: Confidence interval; RR: Risk ratio 

Explanations 

a. Possible selection and performance bias.

b. Possible performance, detection, and attrition bias.
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Question: Should 9 months of isoniazid compared to no treatment be used HIV-uninfected children and adults?  

Certainty assessment № of patients Effect 

Certainty Importance 
№ of 

studies 
Study 
design 

Risk of 
bias Inconsistency Indirectness Imprecision Other 

considerations 
9 months of 

isoniazid 
no 

treatment 
Relative 
(95% CI) 

Absolute 
(95% CI) 

Tuberculosis Disease 

2 1,2 randomised 
trials 

serious a not serious serious b not serious  strong association 10/1650 
(0.6%) 

27/1583 
(1.7%) 

RR 0.36 
(0.17 to 

0.73) 

11 fewer 
per 

1,000 
(from 5 
fewer to 

14 fewer) 

⨁⨁⨁◯ 
MODERATE 

CRITICAL 

Hepatotoxicity 

0 not 
estimable 

- CRITICAL

CI: Confidence interval; RR: Risk ratio 

Explanations 

a. Possible selection, performance, and detection bias.

b. Kim et al. targeted kidney and pancreas transplant recipients.
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Question: Should 12 months of isoniazid compared to placebo or no treatment be used in HIV-uninfected adults and children?  

Certainty assessment № of patients Effect 

Certainty Importance 
№ of studies Study 

design 
Risk of 

bias Inconsistency Indirectness Imprecision Other 
considerations 

12 months 
of 

isoniazid 

placebo or 
no 

treatment 

Relative 
(95% CI) 

Absolute 
(95% CI) 

Tuberculosis Disease 

15 
1,2,3,4,5,6,7,8,9,10,11,12,13,14,15

randomised 
trials 

serious a not serious not serious not serious  strong 
association 

258/41415 
(0.6%) 

605/41125 
(1.5%) 

RR 0.48 
(0.37 to 

0.62) 

8 fewer 
per 

1,000 
(from 6 
fewer to 
9 fewer) 

⨁⨁⨁⨁ 
HIGH 

CRITICAL 

Hepatotoxicity 

5 1,11,12,14,16* randomised 
trials 

serious a not serious not serious serious b none 99/7599 
(1.3%) 

53/7631 
(0.7%) 

RR 1.90 
(0.64 to 

5.63) 

6 more 
per 

1,000 
(from 3 
fewer to 
32 more) 

⨁⨁◯◯

LOW 
CRITICAL 

CI: Confidence interval; RR: Risk ratio 

Explanations 

a. Possible selection, performance, and detection bias.

b. Wide 95% CI that crosses line of no effect. 
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Question: Should 6 months of isoniazid compared to placebo or no treatment be used in HIV-infected adults?  

Certainty assessment № of patients Effect 

Certainty Importance 
№ of 

studies 
Study 
design 

Risk of 
bias Inconsistency Indirectness Imprecision Other 

considerations 
6 months of 

isoniazid 

placebo or 
no 

treatment 

Relative 
(95% CI) 

Absolute 
(95% CI) 

Tuberculosis Disease 

5 
1,2,3,4,5,6

randomised 
trials 

not 
serious a 

not serious not serious not serious  none 135/2915 
(4.6%) 

191/2762 
(6.9%) 

RR 0.67 
(0.53 to 

0.85) 

23 fewer 
per 

1,000 
(from 10 
fewer to 

33 fewer) 

⨁⨁⨁⨁ 
HIGH 

CRITICAL 

Hepatotoxicity 

3 1,4,5,6 randomised 
trials 

serious b not serious not serious serious c none 23/1439 
(1.6%) 

24/1747 
(1.4%) 

RR 1.38 
(0.60 to 

3.18) 

5 more 
per 

1,000 
(from 5 
fewer to 
30 more) 

⨁⨁◯◯

LOW 
CRITICAL 

CI: Confidence interval; RR: Risk ratio 

Explanations 

a. Possible attrition bias.

b. Possible selection or attrition bias.

c. Wide 95% CI that crosses line of no effect. 
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Question: Should 12 months of isoniazid compared to placebo be used HIV-infected children?  

Certainty assessment № of patients Effect 

Certainty Importance 
№ of 

studies 
Study 
design 

Risk of 
bias Inconsistency Indirectness Imprecision Other 

considerations 
12 months 
of isoniazid placebo Relative 

(95% CI) 
Absolute 
(95% CI) 

Tuberculosis Disease 

3 1,2,3 randomised 
trials 

serious a not serious not serious not serious  none 40/490 
(8.2%) 

58/487 
(11.9%) 

RR 0.70 
(0.47 to 

1.04) 

36 fewer 
per 

1,000 
(from 5 
more to 

63 fewer) 

⨁⨁⨁◯ 
MODERATE 

CRITICAL 

Hepatotoxicity 

1 3 randomised 
trials 

serious a not serious not serious not serious  none 1/273 (0.4%)  5/274 (1.8%) RR 0.20 
(0.02 to 

1.71) 

15 fewer 
per 

1,000 
(from 13 
more to 

18 fewer) 

⨁⨁⨁◯ 
MODERATE 

CRITICAL 

CI: Confidence interval; RR: Risk ratio 

Explanations 

a. Possible selection, detection, and attrition bias. 
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Question: Should 12 months of isoniazid compared to placebo be used in HIV-infected adults and children?  

Certainty assessment № of patients Effect 

Certainty Importance 
№ of 

studies 
Study 
design 

Risk of 
bias Inconsistency Indirectness Imprecision Other 

considerations 
12 months 
of isoniazid placebo Relative 

(95% CI) 
Absolute 
(95% CI) 

Tuberculosis Disease 

5 1,2,3,4,5 randomised 
trials 

not 
serious 

not serious not serious not serious  none 86/1200 
(7.2%) 

122/1204 
(10.1%) 

RR 0.72 
(0.52 to 

0.99) 

28 fewer 
per 

1,000 
(from 1 
fewer to 

49 fewer) 

⨁⨁⨁⨁ 
HIGH 

CRITICAL 

Hepatotoxicity 

3 1,4,5 randomised 
trials 

not 
serious 

not serious not serious serious a none 20/983 
(2.0%) 

15/991 
(1.5%) 

RR 1.34 
(0.69 to 
2.61) 

5 more 
per 

1,000 
(from 5 
fewer to 
24 more) 

⨁⨁⨁◯ 
MODERATE 

CRITICAL 

CI: Confidence interval; RR: Risk ratio 

Explanations 

a. Wide 95% CI that crosses line of no effect.
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Question: Should 12 months of isoniazid compared to no treatment be used in HIV-infected adults?  

Certainty assessment № of patients Effect 

Certainty Importance 
№ of 

studies 
Study 
design 

Risk of 
bias Inconsistency Indirectness Imprecision Other 

considerations 
12 months 
of isoniazid 

no 
treatment 

Relative 
(95% CI) 

Absolute 
(95% CI) 

Tuberculosis Disease 

2 1,2 randomised 
trials 

serious a not serious not serious serious b none 10/184 
(5.4%) 

15/171 
(8.8%) 

RR 0.68 
(0.20 to 

2.32) 

28 fewer 
per 

1,000 
(from 70 
fewer to 

116 
more) 

⨁⨁◯◯

LOW 
CRITICAL 

Hepatotoxicity 

0 not 
estimable 

- 

CI: Confidence interval; RR: Risk ratio 

Explanations 

a. Possible selection, performance, and detection bias

b. Wide 95% CI that crosses line of no effect.  
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Question: Should 3 months of isoniazid plus rifampin compared to no treatment or placebo be used in HIV-uninfected adults and children?  

Certainty assessment № of patients Effect 

Certainty Importance 
№ of 

studies 
Study 
design 

Risk of 
bias Inconsistency Indirectness Imprecision Other 

considerations 

3 months of 
isoniazid 

plus 
rifampin 

no 
treatment or 

placebo 

Relative 
(95% CI) 

Absolute 
(95% CI) 

Tuberculosis Disease 

2 1,2 randomised 
trials 

serious a not serious not serious serious b none 30/252 
(11.9%) 

53/252 
(21.0%) 

RR 0.46 
(0.15 to 

1.36) 

114 
fewer 
per 

1,000 
(from 76 
more to 

179 
fewer) 

⨁⨁◯◯

LOW 
CRITICAL 

Hepatotoxicity 

0 not 
estimable 

- 

CI: Confidence interval; RR: Risk ratio 

Explanations 

a. Possible selection bias.

b. 95% CI crosses the line of no effect. 
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Question: Should 3 months of isoniazid plus rifampin compared to 6 months of isoniazid be used in HIV-uninfected adults and children?  

Certainty assessment № of patients Effect 

Certainty Importance 
№ of 

studies 
Study 
design 

Risk of 
bias Inconsistency Indirectness Imprecision Other 

considerations 

3 months of 
isoniazid 

plus 
rifampin 

6 months of 
isoniazid 

Relative 
(95% CI) 

Absolute 
(95% CI) 

Tuberculosis Disease 

3 1,2,3 randomised 
trials 

serious a not serious not serious not serious  none 27/514 
(5.3%) 

27/512 
(5.3%) 

RR 1.04 
(0.64 to 

1.70) 

2 more 
per 

1,000 
(from 19 
fewer to 
37 more) 

⨁⨁⨁◯ 
MODERATE 

CRITICAL 

Hepatotoxicity 

2 2,3 randomised 
trials 

serious a not serious not serious not serious  none 3/347 (0.9%)  4/339 (1.2%) RR 0.73 
(0.18 to 

2.95) 

3 fewer 
per 

1,000 
(from 10 
fewer to 
23 more) 

⨁⨁⨁◯ 
MODERATE 

CRITICAL 

CI: Confidence interval; RR: Risk ratio 

Explanations 

a. Possible selection bias.
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Question: Should 3 months of isoniazid plus rifampin compared to 9 months of isoniazid be used in HIV-uninfected adults? 

Certainty assessment № of patients Effect 

Certainty Importance 
№ of 

studies 
Study 
design 

Risk of 
bias Inconsistency Indirectness Imprecision Other 

considerations 

3 months of 
isoniazid 

plus 
rifampin 

9 months of 
isoniazid 

Relative 
(95% CI) 

Absolute 
(95% CI) 

Tuberculosis Disease 

1 1 randomised 
trials 

serious a not serious not serious serious b none 1/98 (1.0%)  0/98 (0.0%) RR 3.00 
(0.12 to 
72.80) 

0 fewer 
per 

1,000 
(from 0 
fewer to 
0 fewer) 

⨁⨁◯◯

LOW 
CRITICAL 

Hepatotoxicity 

1 1 randomised 
trials 

serious a not serious not serious serious b none 6/98 (6.1%)  8/98 (8.2%) RR 0.75 
(0.27 to 

2.08) 

20 fewer 
per 

1,000 
(from 60 
fewer to 
88 more) 

⨁⨁◯◯

LOW 
CRITICAL 

CI: Confidence interval; RR: Risk ratio 

Explanations 

a. Possible performance, attrition, and detection bias.

b. Very wide 95% CI with small sample size. 

References 
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Question: Should 4 months of rifampin compared to 6 months of isoniazid be used in HIV-uninfected children?  

Certainty assessment № of patients Effect 

Certainty Importance 
№ of 

studies 
Study 
design 

Risk of 
bias Inconsistency Indirectness Imprecision Other 

considerations 
4 months of 

rifampin 
6 months of 

isoniazid 
Relative 
(95% CI) 

Absolute 
(95% CI) 

Tuberculosis Disease 

1 1 randomised 
trials 

very 
serious a 

not serious not serious serious b none 0/50 (0.0%)  0/50 (0.0%) not 
estimable 

⨁◯◯◯ 
VERY LOW 

CRITICAL 

CI: Confidence interval 

Explanations 

a. Possible selection, performance, detection, attrition, and reporting bias.

b. Small sample size.
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Question: 4 months of rifampin compared to 9 months of isoniazid for HIV-uninfected children  

Certainty assessment № of patients Effect 

Certainty Importance 
№ of 

studies 
Study 
design 

Risk of 
bias Inconsistency Indirectness Imprecision Other 

considerations 
4 months of 

rifampin 
9 months of 

isoniazid 
Relative 
(95% CI) 

Absolute 
(95% CI) 

Tuberculosis Disease 

1 1 randomised 
trials 

serious a not serious not serious not serious b none 0/422 (0.0%)  2/407 (0.5%) RR 0.19 
(0.01 to 

4.01) 

4 fewer 
per 

1,000 
(from 5 
fewer to 
15 more) 

⨁⨁⨁◯ 
MODERATE 

CRITICAL 

Hepatotoxicity 

1 1 randomised 
trials 

serious a not serious not serious not serious  none 0/422 (0.0%)  0/407 (0.0%) not 
estimable 

⨁⨁⨁◯ 
MODERATE 

CRITICAL 

CI: Confidence interval; RR: Risk ratio 

Explanations 

a. Possible selection and performance bias

b. Although the 95% CI is wide, the pre-determined non-inferiority margin was met. 

References 
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Question: Should 4 months of rifampin compared to 9 months of isoniazid be used in HIV-uninfected adults?  

Certainty assessment № of patients Effect 

Certainty Importance 
№ of 

studies 
Study 
design 

Risk of 
bias Inconsistency Indirectness Imprecision Other 

considerations 
4 months of 

rifampin 
9 months of 

isoniazid 
Relative 
(95% CI) 

Absolute 
(95% CI) 

Tuberculosis Disease 

1 1 randomised 
trials 

serious a not serious not serious not serious b none 8/3443 
(0.2%) 

9/3416 
(0.3%) 

RR 0.88 
(0.34 to 

2.28) 

0 fewer 
per 

1,000 
(from 2 
fewer to 
3 more) 

⨁⨁⨁◯ 
MODERATE 

CRITICAL 

Hepatotoxicity 

1 2,3 randomised 
trials 

serious a not serious not serious not serious  strong association 11/3499 
(0.3%) 

60/3469 
(1.7%) 

RR 0.19 
(0.10 to 

0.36) 

14 fewer 
per 

1,000 
(from 11 
fewer to 

16 fewer) 

⨁⨁⨁⨁ 
HIGH 

CRITICAL 

CI: Confidence interval; RR: Risk ratio 

Explanations 

a. Possible selection and performance bias.

b. Although there is a wide 95% CI, the pre-set non-inferiority margin was met.

References 

1. Menzies D, Adjobimey M, Ruslami R, et al. Four months of rifampin or nine months of isoniazid for latent tuberculosis in adults. N Engl J Med; 2018.

2. Menzies D, Dion MJ, Rabinovitch B, et al. Treatment completion and costs of a randomized trial of rifampin for 4 months versus isoniazid for 9 months. Am J Respir Crit Care Med; 2004.

3. Menzies D, Long R, Trajman A, et al. Adverse events with 4 months of rifampin therapy or 9 months of isoniazid therapy for latent tuberculosis infection: a randomized trial. Ann Intern Med; 2008. 



Question: Should 3 months of isoniazid plus rifampin compared to placebo or no treatment be used HIV-infected adults?  

Certainty assessment № of patients Effect 

Certainty Importance 
№ of 

studies 
Study 
design 

Risk of 
bias Inconsistency Indirectness Imprecision Other 

considerations 

3 months of 
isoniazid 

plus 
rifampin 

placebo or 
no 

treatment 

Relative 
(95% CI) 

Absolute 
(95% CI) 

Tuberculosis Disease 

2 1,2,3 randomised 
trials 

serious a not serious not serious not serious  strong association 25/638 
(3.9%) 

46/541 
(8.5%) 

RR 0.46 
(0.29 to 

0.74) 

46 fewer 
per 

1,000 
(from 22 
fewer to 

60 fewer) 

⨁⨁⨁⨁ 
HIGH 

CRITICAL 

Hepatotoxicity 

1 3 randomised 
trials 

serious b not serious not serious serious c none 1/82 (1.2%)  0/77 (0.0%) RR 2.82 
(0.12 to 
68.20) 

0 fewer 
per 

1,000 
(from 0 
fewer to 
0 fewer) 

⨁⨁◯◯

LOW 
CRITICAL 

CI: Confidence interval; RR: Risk ratio 

Explanations 

a. Possible performance, detection, and attribution bias.

b. Possible performance, detection, attribution, and reporting bias.

c. Very wide 95% CI with small sample size.
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Question: Should 3 months of isoniazid plus rifampin compared to 6 months of isoniazid be used in HIV-infected adults?  

Certainty assessment № of patients Effect 

Certainty Importance 
№ of 

studies 
Study 
design 

Risk of 
bias Inconsistency Indirectness Imprecision Other 

considerations 

3 months of 
isoniazid 

plus 
rifampin 

6 months of 
isoniazid 

Relative 
(95% CI) 

Absolute 
(95% CI) 

Tuberculosis Disease 

4 1,2,3,4,5 randomised 
trials 

serious a not serious not serious not serious  none 54/1067 
(5.1%) 

63/1053 
(6.0%) 

RR 0.85 
(0.59 to 

1.21) 

9 fewer 
per 

1,000 
(from 13 
more to 

25 fewer) 

⨁⨁⨁◯ 
MODERATE 

CRITICAL 

Hepatoxicity 

4 1,2,3,4,5 randomised 
trials 

serious a not serious not serious not serious  none 23/1067 
(2.2%) 

28/1053 
(2.7%) 

RR 0.85 
(0.51 to 

1.48) 

4 fewer 
per 

1,000 
(from 13 
fewer to 
13 more) 

⨁⨁⨁◯ 
MODERATE 

CRITICAL 

CI: Confidence interval; RR: Risk ratio 

Explanations 

a. Possible selection, performance, and detection bias. 
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Question: Should 3 months of isoniazid plus rifapentine compared to 9 months of isoniazid be used in HIV-uninfected children?  

Certainty assessment № of patients Effect 

Certainty Importance 
№ of 

studies 
Study 
design 

Risk of 
bias Inconsistency Indirectness Imprecision Other 

considerations 

3 months of 
isoniazid 

plus 
rifapentine 

9 months of 
isoniazid 

Relative 
(95% CI) 

Absolute 
(95% CI) 

Tuberculosis Disease 

1 1 randomised 
trials 

not 
serious 

not serious not serious serious a none 0/471 (0.0%)  3/434 (0.7%) RR 0.31 
(0.01 to 

7.52) 

5 fewer 
per 

1,000 
(from 7 
fewer to 
45 more) 

⨁⨁⨁◯ 
MODERATE 

CRITICAL 

Hepatotoxicity 

1 1 randomised 
trials 

not 
serious 

not serious not serious serious a none 3/539 (0.6%)  1/493 (0.2%) RR 2.74 
(0.29 to 
26.30) 

4 more 
per 

1,000 
(from 1 
fewer to 
51 more) 

⨁⨁⨁◯ 
MODERATE 

CRITICAL 

CI: Confidence interval; RR: Risk ratio 

Explanations 

a. Wide 95% CI with few events reported.
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Question: Should 3 months of isoniazid plus rifapentine compared to 9 months of isoniazid be used in HIV uninfected adults and children?  

Certainty assessment № of patients Effect 

Certainty Importance 
№ of 

studies 
Study 
design 

Risk of 
bias Inconsistency Indirectness Imprecision Other 

considerations 

3 months of 
isoniazid 

plus 
rifapentine 

9 months of 
isoniazid 

Relative 
(95% CI) 

Absolute 
(95% CI) 

Tuberculosis Disease 

1 1 randomised 
trials 

serious a not serious not serious not serious  none 7/3986 
(0.2%) 

15/3745 
(0.4%) 

RR 0.44 
(0.18 to 

1.07) 

2 fewer 
per 

1,000 
(from 0 
fewer to 
3 fewer) 

⨁⨁⨁◯ 
MODERATE 

CRITICAL 

Hepatotoxicity 

1 1 randomised 
trials 

serious a not serious not serious not serious  strong association 18/3986 
(0.5%) 

103/3745 
(2.8%) 

RR 0.16 
(0.10 to 

0.27) 

23 fewer 
per 

1,000 
(from 20 
fewer to 

25 fewer) 

⨁⨁⨁⨁ 
HIGH 

CRITICAL 

CI: Confidence interval; RR: Risk ratio 

Explanations 

a. Possible performance and detection bias due to participants, personnel, and outcome assessment not being blinded.
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Question: Should 3 months of isoniazid plus rifapentine compared to 6 month of isoniazid be used in HIV-infected adults?  

Certainty assessment № of patients Effect 

Certainty Importance 
№ of 

studies 
Study 
design 

Risk of 
bias Inconsistency Indirectness Imprecision Other 

considerations 

3 months of 
isoniazid 

plus 
rifapentine 

6 month of 
isoniazid 

Relative 
(95% CI) 

Absolute 
(95% CI) 

Tuberculosis Disease 

1 1 randomised 
trials 

serious a not serious not serious not serious  none 24/328 
(7.3%) 

22/327 
(6.7%) 

RR 1.09 
(0.62 to 

1.90) 

6 more 
per 

1,000 
(from 26 
fewer to 
61 more) 

⨁⨁⨁◯ 
MODERATE 

CRITICAL 

Hepatotoxicity 

1 1 randomised 
trials 

serious a not serious not serious not serious  none 17/328 
(5.2%) 

17/327 
(5.2%) 

RR 1.00 
(0.52 to 

1.92) 

0 fewer 
per 

1,000 
(from 25 
fewer to 
48 more) 

⨁⨁⨁◯ 
MODERATE 

CRITICAL 

CI: Confidence interval; RR: Risk ratio 

Explanations 

a. Possible performance and detection bias.
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Question: Should 3 months of isonaizid plus rifapentine compared to 9 months of isoniazid be used in HIV-infected adults? 

Certainty assessment № of patients Effect 

Certainty Importance 
№ of 

studies 
Study 
design 

Risk of 
bias Inconsistency Indirectness Imprecision Other 

considerations 

3 months of 
isonaizid 

plus 
rifapentine 

9 months of 
isoniazid 

Relative 
(95% CI) 

Absolute 
(95% CI) 

Tuberculosis Disease 

1 1 randomised 
trials 

serious a not serious not serious not serious  none 2/206 (1.0%)  6/193 (3.1%) RR 0.31 
(0.06 to 

1.53) 

21 fewer 
per 

1,000 
(from 16 
more to 

29 fewer) 

⨁⨁⨁◯ 
MODERATE 

CRITICAL 

Hepatotoxicity 

1 1 randomised 
trials 

serious a not serious not serious not serious  none 2/206 (1.0%)  8/193 (4.1%) RR 0.23 
(0.05 to 

1.09) 

32 fewer 
per 

1,000 
(from 4 
more to 

39 fewer) 

⨁⨁⨁◯ 
MODERATE 

CRITICAL 

CI: Confidence interval; RR: Risk ratio 

Explanations 

a. Possible selection, performance, and reporting bias.
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Question: Should 3 months of isoniazid plus rifapentine compared to continuous use of isoniazid (up to 6 years) be used in HIV-infected adults? 

Certainty assessment № of patients Effect 

Certainty Importance 
№ of 

studies 
Study 
design 

Risk of 
bias Inconsistency Indirectness Imprecision Other 

considerations 

3 months of 
isoniazid 

plus 
rifapentine 

continuous 
use of 

isoniazid 
(up to 6 
years) 

Relative 
(95% CI) 

Absolute 
(95% CI) 

Tuberculosis Disease 

1 1 randomised 
trials 

serious a not serious not serious not serious  none 24/328 
(7.3%) 

8/164 (4.9%) RR 1.50 
(0.69 to 

3.27) 

24 more 
per 

1,000 
(from 15 
fewer to 

111 
more) 

⨁⨁⨁◯ 
MODERATE 

CRITICAL 

Hepatotoxicity 

1 1 randomised 
trials 

serious a not serious not serious not serious  strong association 17/328 
(5.2%) 

35/164 
(21.3%) 

RR 0.24 
(0.14 to 

0.42) 

162 
fewer 
per 

1,000 
(from 124 
fewer to 

184 
fewer) 

⨁⨁⨁⨁ 
HIGH 

CRITICAL 

CI: Confidence interval; RR: Risk ratio 

Explanations 

a. Possible performance and detection bias.
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